COMPREHENSIVE CARE II, INC.

P.O. BOX 60583
WASHINGTON, D.C. 20039
(202) 291-2173

FAX (202) 291-1085

Ms. Sheila Pannell

Acting Program Manager

Department of Health

Health Regulation & Licensing Administration
825 North Capitol Street, NE., 2" Fl
Washington, DC 20002

Re: 1329 Longfellow Street, NE

Dear Ms. Pannell,

Herewith are our plans of Corrections to the Statement of Deficiencies found per
monitoring survey on December 10, 2007 at 1329 Longfellow St., NE. The facility
alleges compliance by January 17, 2008.

For further information, please contact me at the above number.

Dr. Rodwell Buckley,
Administrator

Sincerely,
T il Wj
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W 000 | INITIAL COMMENTS

i
A follow-up surveyjto the September 21, 2007
recertification sunJ;J,ay was conducted an
December 10, 2007, to verify corrective actions
identified in the faility's subrnitted plan of
correction, )

The findings of thli,g: survey were based on

| observations at thi group home, interviews with

..} management and residential staff, and revlewof
records both clinidal and administrative to Include

the review of the fiacility's unusual incident

reports. v

483.410(a)(1) GO

The goveming boﬁly must exercise general policy,
budget, and operdting direction over the facility.

W 104 VERNING BODY

This STANDARD Is ot met as evidenced by:
Based on'intervieivs with direct care staff, and the
review of records, the facllity's goverming body
failed to provide general operating directions over
the facllify as evidznced by the following:

The findings Incluife:

1. The governing body failed to ensure that there
was an effective gystem to pravide prompt
detection. reportir]x.g and appropriate follow-up for
uhusual incidents for Client#4 . [See W163]

2. The governinq‘}] body failed to ensure that an
effective system was in place to ensure the
protection of each clients personal property.
Observation durlxﬁng an walk-through of the facility
on December 1()}i 2007 at approximately 3:00 PM

W oco

¢0h d hi Ny LI
H@I LY ¥1SHHINTY

W 104

T Staff received in-service on 12-14-07
incident reporting procedure.

See atachment

12-17-07

2. Individuals clothing is inventoried
See attachment

TITLE {x6) DATEE

S RESENTATIVE

Ll ed

2 -

=
t. _isaleguards provide sufficient jpro
followlng the date of survey whethel or
days following the date thase docuinen

pragrawm participation. i

'\-}‘aﬂ'::;{ency statement ending with an aaterlsk (%) denotes a deficw
tectlon to the patiemts. (See Instru

¥ which the Institution may be excused from carrecting providing i ts ¢
ctions.) Except for nu
not @ plan of correction Is provided. For nursing homes,
ts aro made available to tha facility. If deficlenclos ars o

atermined that
rsing hotnes, the findings stated abova are disciusable 80 days
the above findings and plans of corectlon ara dlsclosable 14
ted, an approved pian of correction Is requisite: to continued
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revealed new clotliing In the dresser drawers and
closels. The QMIT.[P indicated that new clothing
had been purchas as indicated in the September
21, 2007 plan of cirrection.

Interview with the AMRP revealed that agency
had not Inventarield the client new clothings. The

- QMRP also revealéd that additional clothing will
be purchased for fhe Christmas holiday.

ReviéW of the ageejﬁucy‘s policy did not reflect a
system to ensure the protection of the clients’
personal property..

3. An unusual incident report, dated September g i
28, 2007, revealed Client #4 attacked another g 3{::1 L’;‘é:)dr‘tmt report was completed | 9-28-07
peer on the van inf route fo the group home from Sie attachment
the day program. 'The incident repot revealed ¢
that the drlver had to pull over to stop the attack
and evaluate the gther client for injury. The
incldent report maile no mention of additional
staff on the van. |-

The facility failed 6 have a policy-to address
client to staff ratio during van transport.

W 120 | 483.410(d)(3) SEFMCES PROVIDED WITH W 120
OUTSIDE SOUREES -

The faclllty must dissure that outside services
meet the needs o‘?‘; each client. - .

This STANDARD! |is not met as evidenced by:
Based staff Interview and record review, the
tacllity failed to erfsure that the day program met
the needs of one of the clients residing In the
facllity (client#1).::

The finding Includes:

FORM CN4-2567(02-98) Pravious \[gmicms Obsolata Event ID;LL7G11 Facility [D: 09G153 If continuation shiet Page 2 of 29
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The facility failed &‘c» ensure that outside services
provided active trdatment accordance with Client
#1's Individual Prggram Plan (IPP).

- —

On December 10,2007 the QMRP was

interviewed to verify the plan of correction (dated The QMRP and has met with day program | 1-03-07
September 21, 2007) to address . - BSP is implemented and data will be

.| theimplementation of Client #1's behavior suppaort . collected monthly by the 15thof the month
plan at the client's:day program. The QMRP e for inclusion in medication review.

revealed thaten November 12, 2007 a ease
conference was hizld at the day program;
however, the client's behavior support plan was
hot address. Therg was no evidence that the day
pragram was implementing client #1's behavioral
intervention and providing the group home with
program data. ‘
W 122 | 483.420 CLIENT PROTECTIONS w122

The facllity must é!'glsure that specific client
protections requiréments are met.

This CONDITION! lis not met as evidenced by:
Based on abservations, interviews, and record
review, it was dembonstrated that facllity staff
(direct care staff Zhd QMRP) the facility failed to
inform each client,/parent, or legally authorized
party of the attendf{ant tisks of treatment regarding
the use of psycholropic medication[W124]; the
facility failed to address the clients' needs for
advocacy to ensuli protection of civil and human
rights[ W125}; the facility failed to ensure and
encolrage ohe ot‘ﬂthe four clients residing In the
facility an opportunity to exercise thelr rights to
privacy. [W125; thie facility falled to provide
evidence of prompit notification of parents or
guardians of & sigriliﬁcant incident which was

] .
FORM CM#:2507(02-99) Previous V&rsld;ﬁ:s Obsolete Evant ID:LL7TCT Facility ID: 09G153 If continuation shuet Page 3 of 29
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potentially harmfulirfor each client [W148]; falled QMRP notified and governing body the 10-3-07

to ensure that all ihjuries of unknown origin were day of the incident along with follow up

reported immediaiely to the adminlstrator [W153]; investigation.

and failed to Initiate immediate investigation of See Attached

injuries of unknowm origin [W164];

The findings of thé4se systemic practices results in
the facllity's contin‘l]led fallure to adequately
govern. the facility In a manner that would ensure

-1 that its clients wenﬂx _:tected from ln]Ul‘les and _
: potential harm. i
W 124 | 483 420(a)(2) PR(EITECTION OF CLIENTS w124
RIGH

The facility must el‘ isure the rights of all clienits.
Therefore the facilly must inform each client,
parent (if the clientlis a minor), or legal guardian,
of the cllent's medjkal condition, developmental
and behavioral stditus, attendant risks of
treatment, and of tfﬁile right to refuse treatment.

This STANDARD js not met as evidenced by:
fiand record review, the facllity
falled to inform eaj or legally
authorized party of the attendant risks of
treatment regardlnsql the use of psychotroplc
medication for twoiof three sampled cllents,
[Clients #1 and #3)

The findings mcludéa

1. On December 1 0 2007 at appmximately , 1. Consent have been obtained and | 1+3-07
10:00 AM, interview wlth the QMRP and the the use of psychotropic

review of the plan ¢f correction dated September medication has been approved by
21, 2007 indicated {that Client #1's consents for HRC

the use of psychotippic medication, (1 mg Tab of
Xanax XR every mioming) would be obtained

‘QRM CMS.:5567(02-99) Previcus Verslond| Obselete Event ID:LL7CT1 Facllity [D: 096153 If gontinuation shect Page 4 of 29




__.12/21/2007. 05:25 FAX|[2024429430 . . ..

HRA

DEPARTMENT OF HEALTH/AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/20/2007
FORMAPPROVED
OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES I(x1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SLIRVEY
Al AN (F CORRECTION i IDENTIFICATION NUMBER: COMPLETED
| A BUILDING
_ | 0
y B, WING
- 08G1453 12/10/2007

NAME OF FROVIDER OR SUPPLIER .’

CONP CARE 1L

g
| :

STREET ADDRESS, CITY, STATE, ZiP CODE
1329 LONGFELLOW STREET NW

WASHINGTON, DG 20011

(*4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

CROSS-REFERENGED TO THE APFROPRIATE

PROVIDER'S PLAN QF CORRECTION

(x5
(EACH CORRECTIVE ACTION SHOULD BE ! °°M,;:§g!°"

DEFICIENCY)

w124

Continued From pajge 4
before the next psyf{:hotropic medication review.
However, at the tin{ig‘e of the follow up visit, the
QMRP confirmed that tha cansents for Client 1#'s
medication had not;been obtained. Further
interview with the MRP indicated that
Department of Disé(bility Services Case manager
provided the necessary forms for completing the
consent process, however these forms [ie.
Psychologist-Affidayit, Medical (Emergency
Treatment) Affidavit, and General Medical

- | Affidavit)] had not keen finalize:

Record review revqfialed there was no signed ner
agreed upoh consént on file far this client to
receive his cuwentgipsychotropic medications.

2. On December 10, 2007, interview with the
QMRP and the review of the plan of correctian
dated September 21, 2007, indicated that client
#3's consent for thie use of 30 mg of Zyprexa (10
mg tab + 20 mg tal) would be obtained before
the next psychotropic medication review. Atthe
time of the follow yp, the QMRP confirmed that
the consent for Cliignt #3's medication had not
been obtained. Hibwever, at the time of the
follow up visit, the QMRP confirmed that the
consents for Client 1#'s medication had not been
obtained. Furtherinterview with the QUIRP
indicated that Depiirtment of Disability Services
Case manager prdvided the necessary forms for
completing the cofisent process, however these
forms [i.e. Psycho&:gist Affidavit, Medical
(Emergency Treatinent) Affidavit, and General
Medical Affidavit)] had not been finalize.

Hi
Racord review reviifaled there was no signed nor
agreed upan consiznt on file for this client to
receive this psychitropic medication.

i
1

W 124

2. Consent have been obtained and

the use of psychotropic ‘
medication has been approved by
HRC

FORM CM:-2567(02-99) Previous Versiais Obsolete
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This Is & repeat Digficlency.

483.420(a)(3) PF\OTECTION OF CLIENTS
RIGHTS j

The facility must ﬁnsure the rights of all ¢lients.
Therefore, the fadlllxw must allow and encourage
individual clients tp exercise their rights as clients
of the facility, and|as citizens of the United States,
Including the ﬂght’ to file complaints, and the right
to due process. :

This STANDARD lis not met as evidenced by:
Based on observation, interview and record
review, the facilltyi'failed to address the clients'
needs for advoccmry to ensure protection of civil
and human rlghtm

The findings Include:

1. On December 10, 2007 at approximately
11:30 AM, interview with the QMRP and
verification of the plan of correction date
September 21, 2007 indlcated that Clients #1 and
#3 were unable to!make independent decisions.
There was no evic%ence that the facility had-
address the need for a surrogate decision- maker
or guardian to ensture each client's rights. (See
w124)

2. Dinner observation on December 10, 2007 at
approximately 6:40 PM revealed that the direct
care staff assisted Client #2, whowas ina
wheelchair, to the: dining room table. The client
was observed witht a bed ehuck draped around
his neck. The chuck was observed to be used as
a bib, Interview with the direct care confirmed
that the chuck was belng used as a bib. Interview
with the QMRP revealed as a part of digrity and

W 124

W 126

See Attached

needed.
See Attached

1. Guardianship forms are signed.

2. Staff have been in-serviced on | 12-14-07
Rights and Dignity this training
-will be given quarterly or as

FORM CME 2567(02-99) Frevious Versiods Obsglete

Evant I0;LLTC11
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rights training, thefjstaff were trained not to use
bed chucks as bibis. The QMRP acknowledged
that the tralning wiis not effective.
483.420(a)(7) PROTECTION OF CLIENTS
RIGHTS
The facility must é@i‘wure the rights of all cllents.
Therefore, the facllity must ensure privacy during
treatment and cari of personal needs.

This STANDARD fis not met as evidenced by;
Based on observafion and interview, the tacliity
failed to ensure arﬁgd. encourage one of the four
clients residing in the facllity an opportunity to
exercise their rights to privacy: (Client #3)

The finding includés:

The facility failed to ensure dlrect care staff
protect clients’ rigtits to privacy during personal
care activities as dyidenced below:

Direct Care Staff #1 was observed at
approximately 5:0{';’ PM to assist Client #2, who
was in a wheelchair, Into the main level bathroom.
Once in the bathrdiom, the direct care staff
immediately put on plastic gloves and assisted
the client to the toilet, The bathroom door remaln
open and the clienf was observed, from the
hallway, during pefsonal care activity, At ho time
was the direct caré staff ohserved to close the
bathroom door.

483,420(c)(6) COMMUNICATION WITH
GCLIENTS, PARENTS &

The facility must n!r.‘ztlfy promptly the client's

parents or guardiap of any significant incidents, or

changes In the clignt's candition including, but not
ol

W 126

W 130

W 148

as needed,
See Attached

Staff has received training on Privacy
this training will be done quarterly or

12-14-07

FORM CNS #587(02-98) Pravious Vercianf Obsolete
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limited to, serious iiness, accident, death, abuse,
or unauthotized abisence.
This STANDARD is not met as evidenced by:
Based on staff intejview and record review, the
facility failed to proyide evidence of prompt
notification of parehts or guardians of a significant
incident which was potentially barmful for each .
client residing in the facility- e
The finding includd;}s:
Interview with the dlMRP and review of the .
facility's unusual incident reports and . QMRP will report incidents per DDS and | 10-3-07
investigations on December 10, 2007, at 10:00 HRA policy with documented evidence. On-going
AM, failed to show evidence that clients’ family See Attached
and/or guardian wes notified immediately of
significant incldentjs, (See W183 and W154)

W 144 | 483.420(d)(1) STAFF TREATMENT OF W 149
CLIENTS

The facilify must d}]iwelop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the cllent.

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
failed to Implemenit policles that ensure the health
and safety of the tliree of six cllents residing in
the facility.

1. Cross-refer to \W163. Facillty staff falled to
impletnent the age:incy‘s policies on Incident
reporting. They failed to repoit timely 5 incidents _
involving in Client #4, which included three I See Responscto W148
injuries of unknowh origins.

0
i
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CLIENTS

The facllity must 4 Ansure that all allegations of
mistreatment, neglect or abuse, as well as
Injuries of unknovin source, are reported
immediately to thqﬂ- adm(mstrator or to other
officlals In accordance with State law through
established procewdures

This STANDARUI is not met as evidenced by:
Based on staff inferview and record review, the
facility falled to erhsure that all injuries of unknown
origin ahd senouj unusual incidents were
reported immedi 1tesly to the governmental
agencles as requllred by'DC regulation (22 DCMR
Chapter 35 Sechém 3519.10)

The findings mclu:\de

The review of thdj!-facility's unusual incident
reports and intenijew with the Qualified Mental
Retardation Proféssional (QMRP) on October 10,
2007 at 9:46 AM,irevealed the facility failed to
report the follotwilﬂg incident(s) ta the

GOMF' GARE (1 ; WASHINGTON, DG 20011
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W 149 | Continued From ;‘iage 8 W 149 A e i
2. Cross-refer to{\W164. Fagcility staff failed to 2. Incident w1'11 be gomplgted by 10-3-07.
Implement the agency's palicies on incident QW/Inmdept investigator On-going
Investigation. within governing policy time :

o frame. ] o
3. Cross-refer tOI‘N 169 and W436. The facllity 3. QMRP has had conference with ' 1'4‘b8
failed to establish policy to ensure timely ' day programs to monitor and :
coardination and implementation of consultants
o 1ant health address the need of persons
recommendations to address client health and served inclusive of trainings and
safely needs. . ‘ case conferences. y o
L e ..~ 4. Program has policy that d -goi
& Cross-refer to}W153. The facility falled t6 1% gram has policy that does not | On-going
tablish policy o fricient staffi allow persons to ride in the

establish policy tor ensure sufficien ing an vehicle with escort.
agency's vans, _

W 153 [ 483.420(d)(2) 8 W\FF TREATMENT OF W 153
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administrator or téa? the govemmental agency.

a.  Anunusual uhlcldent report, dated September
28, 2007, revealelﬁl Client #4 attacked a peeron
the van in route td the group home from the day
program. The mdfdent report revealed that the
driver had to pull dnver to stop the attack and
evaluate the Otht.-i client for injury. The Incident
report made no tﬁl‘:‘ﬂthﬂ of additional staff on the

van. 1

b. An unusual incident report, dated September
23, 2007, revealel] that upon a direct care staff's
moming arrival toj the group home, the staff
noticed Client #2's skin to be "pale and damp.”
The staff was infotxmed by another direct care
staff that the clien} had not eaten breakfast. The
direct care staff c&jntacted the nurse and was
Instructed to take fhe cllent to the hospital
emergency room. | There was no additional
information avall'—t{uﬂe to determine the cause of
the client's condlttgm or what had transpired on
the overnight shiﬁ‘éf

¢. An unusual inc[[{dent report, dated September
29, 2007, revealed that Client #4 attacked a direct
care staff while hegiwas assist another client with
personal hygiene.: With the assistance of another
direct care staff, thie client had to be restrained
and 211 was contficted. . The client was
transported by the police to the Emergency
Response Division for evaluation and treatment.
Reportedly, the cliont bit the staff during the
attack and the siat f received medical treatment.
This Incident was fiot reported to facility's
administrator or tHiz government agencies as
required state law; d

d. An unusual Incr(;lent report, dated September

il
) SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN QF CORRECTION x5)
RRBFIX (BACH DEF:G:ENq 'Y MUST BE PRECEOED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE °°M5’,\%f'°”
TAG REGULATORY OR|LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE :
: DEFIGIENCY)
W 153 | Continued From pﬁage 9 w 153

A. Van escort was the writer of the 9-28

C. Incident Reporting has been in- 12-1
serviced to staff and :
Administrator or designee will
sign incident reports and assure
all governing agencies are
notified,

-07
incident report
B. Staff trained on signs and - 1408
symptoms of illness
See attachment

4-07
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30, 2007, revealeld Client #4's brother contacted ‘ o
the group home ¢ .ﬁlnd report long scratches on the D. See Response toW153 C. ' |
client's left arm. When the brother asked Client ;
#4 aboutthe scratphes, the client commended ’
that another clien} from "Newton Street” had
caused these in]qﬂes while on the van. This
complaint was. no)| neported to facility's
administrator or the government agencles as
required state law_'_ o
- - An unusual ifiiident report, dated October 1, [ E Seremmmpwise Fo
2007, revealed tl‘:];lt Client #4's day program pon
courdmator called:the group home to report that : ;

| scratches dISCOVE'I’ed on the client's am. The
incident report futher disclosed that when asked
about the Injuries;the client stated that he cut
himself with a knifie, He further explained that he
took a knife from Lthe kitchen while the overnight
staff were sleepmg

f. Review of an 1urnusua! incident report, dated |
October 3, 2007, rlavealed that Client #4 informed |
the direct care staff that during the weekend he |
took a knife. Staﬁf asked him if they could search |:
his room. The cliiint agreed fo the search and fed |-
the staff to his bedﬁroom During the search, the |
staff discovered disposable razors. Client #4
stated that he us¢d the disposable razors to get
the hair off his anir’ﬁs The knife was not found
during the room SIa'arch ’

Note: It should bel lnoted that the plan of

correction dated Qctober 31, 2007 Indicated that |
staff had been In-gervice on the agency's incident |
management polities and procedures, however
review of the.aforémentioned incident reports at
the tlme of this follow up vislt falled to evidence |
that the proper noﬂiﬁcatlon were made as outlined |.
in the agency's pd lcy and procedures. ‘
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Continued From p(jige 11

This Is a repeat dficiency.
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

[
The facllity must hive evidence that all alleged
violations are thorQughly investigated.

"This STANDARD lis not met as evidenced by:
Based on'intervievr and recerd review the facllity
failed to ensure af| unusual incidences of injuries
of unknown orighlivere thoraughly investigated.

The findings Inclufle:

Reviaw of the facility's Unusual Incident log book
on December 10, 2007 at 9:46 PM revealed the
following Incidents and/or injuries of unknown
origin were not beien investigated:
a. An unusual incident report, dated Septernber
28, 2007, tevealedl Client #4 attacked a peer on
the van in route td the group home from the day
program. The Incident report revealed that the
driver had to pull Gver to stop the attack and
evaluate the othef client for injury. The incident
report made no imention of additional staff on the

varn.

b. An unusual incident teport, dated September
23, 2007, revealeld that upon a direct care staff's
morning arrival taithe group home, the staff
neticed Client #2' skin to be *pale and damp.”
The staff was infdrmed by another direct care
staff that the cliet had not eaten breakfast. The
direct care staff contacted the nurse and was
instructed to takelthe client to the hospital

emergency room, There was no additional
!

W 153 ;

W 154

i

i

SedI Resbonse to

See EResponse to W104 #3 ;

Wis3C

FORM C13-2587(02-89) Pravious Vareigns Obsolele

Event 1D; LL7C11

Faciity I0: 08G163

if continuation shee

Page

12 of 29




e 018

__12/21/2007 05:27 FAX 2024420430 ... .. . HRA . \
PRINTEDY 12/20/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENJIZRE FOR MED]CAF{; = & MEDICAID SERVICES . OMB NG\ 09380391
STATEMENT OF DEFIGIENCIES | | (41) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE GONSTRUCTION (Xa) DATE SURVEY .
77 ™ PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPILLETED
o A BUILDING a
C
B. WING
| 09G153 12/10/2007
NAME </ PROVIDER OR SUPPLIER STREET ADDREASS, GITY, STATE, ZIF CODE
' 1329 LONGFELLOW STREET NW v
i
ComI" CARE I ¥ WASHINGTON, DC 20011 }
Xa) il SUMMARY SIFATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION i (X5)
BREFIX, (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | comPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE | DATE
DEEICIENGY)
"W 164 | Continued From giage 12 - W 154

1

information availatle to determine the cause of
the client's condition or what had transpired on
the overnight shiff.

¢. An unusual indident report, dated September
29, 2007, revealed that Client #4 attacked a direct
care staff while hewas assist another client with
personal hygiene, | With the assistance of another
direct care staff, .ﬂ._H,e. client had to be restrained
and 911 was confacted. .  The client was
transported by thé!police fo the Eméigency
Response Division for evaluation and treatment.
Reporiedly, the client bit the staff during the
attack and the stdff received medical treatment.
This incident wasinot reported to facility's
administrator or thi government agencies as
required state law.

d. An unusual incident repart, dated September
30, 2007, revealei Client #4's brother contacted
the group home ard report long scratches on the
client's left arm. When the brother asked Client
#4 about the scrai¢hes, the cllent commended
that another client from "Newton Street" had
caused these injulies while on the van. This
complaint was not reported to facilitys
administrator or thié government agencles as
required state law.

. Review of an ynusual incident report, dated
October 3, 2007, tavealed that Client #4 informed
the direct care stdff that during the weekend he
took a knife, Staffiasked him if they could search
his room. The cli¢ht agreed to the search and led
the staff to his bedroom. During the search, the
staff discovered di$posable razors. Client#4
stated that he usqdl the disposable razors to get
the hair off his arths.  The knife was not found
during the room sigarch.

)

€. Sec Response to W153 C

¢.  See Response to W153 C |

d.  See Response to W153 C
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W 14

W 159

#1's Behavior Support Plan (BSP) be shared with

ird

Continued From ;:iiﬁage 13

Thislsa rebeat d#ficlency.
483.430(a) QUAL|FIED MENTAL
RETARDATION FROFESSIONAL

!
Each client's activie treatment pragram must be
Integrated, coorditiated and manitored by a
qualified mental r¢tardation professional.

This STANDARD' is not miéf as evidenced by.
Based an observations, interviews with the
Qualified Mental Rietardation Professional
(QMRP) and recafd review, the QVIRP failed to
ehsure integration coordination and monitoring of
client's active trealment regimen.

The findIngs inslud}le:

1. The facility's Q&VIRP failed to ensure that the
day program met the needs. (See W120)

2. The facllity's Q{MRP failed to address the
client's needs for éidvocacy to ensure their rights
were protected. (See W125)

3. Interview with the QVIRP and review of the
plan of correction riﬂated Sepfember 21, 2067
revealed that the flacllity was to ensure that Client
the day program staff. Further inferview with the
QMRP revealed tHat It was the responsible of the
QMRP ta train day program staff on the BSP's
interventions and data collection. Although the
QMRP revealed tHat a case conference was held
at the day prograni on November 12, 2007 to
address Client #1's medical concems, there was
no evidence that tﬂle client's BSP was addressed.
Addltionally, the QMRP acknowledge that training

W 164

W 159

1 .See Response to W120

2. See Response to W125 #l

received for implementation in

psychotropic medication review and HRC

meeting

Training on person # 1 BSP has been \
completed and will be monitored by
QMRP as well as behavior documentation !

1-4-98
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1 (QMRP) falled to epsure the review and approval

Continued From pdfje 14

had not been comgileted to ensure that the client's
behavioral techniquies were being implemented at |
the day program. -

5. The facillty Qualified Mental Retardation
Professianal (QMRIP)failed to ensure that each
employee had been provided with adequate
tralning that enables the employees to perform
his or her duties. [fes W189]

6. The Qualified Mérital Retardation Professional

of psychotroplc meldication for clients. [See
W124 and W262] |

7. The Qualified Mental Retardation Professional
(QMRP) failed to ehsure the accurate
assessment and njanagement of presenting
problems of each dlient. [See W224 and W225 ]

8. The Qualified Mental Retardation Professional
(QMRP) failed to ehsure the implementation and
documentation of dlient' s active treatment
programming. [Selz W248 and W262]

9. The Qualified Mental Retardation Professional
(QMRP) failed to ehsure that direct care staff
were tralned effectively on Infection control. (See
W454 and WA455) ;

483.430(¢)(1) STAFF TRAINING PROGRAM

initial and continuitig training that enables the
employee to perfdrm his ar her duties effectively,
efficiently, and competently, .

The facllity must ?Efovlde each employee with

This STANDARD _iis not met as evidenced by:

Based on interview and record review, the facility

W 160

W 189

5. Staff have received training on person
rights, privacy, signs and symptoms of
illness, incident reporting, decumentation,
nutrition, behavior support plans, and
infection control

By 1-4-
108

[ — -t e

6. See Response to W124.

7. Assessments completed for allpersons -.

§ SecResponseto W1S9#3 &#7 |

9. staff retrained on infection control

[ 12-18-07 .

12-18-07
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falled to ensure tHiat each employee had been
provided with adeguate training that enables the
emplayees to petfprm his or her duties effectively,
efficiently and corfipetently.

The findings inclulde: o o

; 1. Staff tr. '
1. The facility failéd to ensure that food is pmtoco‘;med on each pem“ meal
prepared In a formy consistent with Client #2's
| prescribed dletaty( heeds as evidenced below:

During observatiolns an December 10, 2007 at

approximately 6:32 PM, Client#2's was served a
plate of food consisting of one chicken leg, white
rice and broccoll s.‘pears The client began to eat
his food using a regular table spoan. The client
was observed attémpting to cut the chicken from
the bone using hig spoon. Afier several
unsuccessful atteqnpts. the client used his hands
- to pull large pieces from the bone.  After which
the client placed tlie pleces in his mouth. Due fo
his strong tonguae thrust and his poor upper body ‘
positioning, the m(i-at fell out of his mouth and on i
to his plate. After the client finlshed his meal, a : i
great amount spilltge was abserved. There was
no attempt by the Hirect care staff to assist the ; ‘
client in cutting hw meat in a manageable texture,

Interview with the KQMRP revealed that the direct
care staff had bee tralned by the nutritionist on
Qctober 21, 2007 | !Jn each client’s diet order,
preferred foad texiure and the appropriate eating
equipment to be used during meals. Additionally
the nutritionist traified staff on food substitutions,
menus, food thick(’a'-ner and portion control,

Review of the nutn tlonist training material
revealed that the jutritionist noted that Client #2's
was prescribed a ﬁagular chopped textured dlet,

FORM CM4-2567(02-08) Previous Versumlxs Obsolate Event ID; LL7C14 Fagility ID: 085163 if continuation shect|Fage 16 of}29
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| was In a wheelchalr, into the maln level bathroom.

e 1

Continued From piage 16

2. Direct Care Staff #1 was observed at
approximately 5:05:PM to assist Client #2, who
Once in the bathraom, the direct care staff
immediately put or [plastio gloves and assisted
the client to the toilet, The bathraom door
remained open and the client was observed, from
the hallway, during personal care activity, Atno

time was the direct care staff observed to close

the bathroom doar;.

3; Dinner observalion on December 10, 2007 at
approximately 6:40PM revealed that the direct
care staff assisted Client #2, whowas ina
wheelchalr, ta the dining room table. The cllent
was observed with a bed chuck draped around
his neck. The chugk was observed to be used as
a bib. Interview with the direct care staff
confirmed that the ¢huck was being used as a
bib. Interview with/the QMRP revealed as a part
of dignity and rightss training, the staff were trained
not to use bed chucks as bibs. The QMRP
acknowledged that the training was not effective.

4. The facllity faileld to ensure that the Physical
Therapist provided training on the adaptive
support for Client #2. (See W438)

staff were effectively trained on infeclion control
practice. (See W44 )
483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN

6. The facility fall?‘cjl to ensure that direct care

The comprehensive: functional assessment must
include adaptive bihaviors or independent living
skills necessary falithe client to be able to
function in the conimunity.

W 189

of adaptive equipment

W 224

2. See Response W159 #5

3. S'é_emf.lééponse WI159#5

4. Training completed by PT on use

5. See Response W159 #5

b
[
i

{

1-8-08
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The finding includes:

Continued From Hage 17

This STANDARD! is not met as evidenced hy:
Based on staff inferview and record review, the
facllity failed to ensure clients were assessed to
determine thelr alility and needs with regards to
budgeting for threi of three sampled clients,
(Client #2, #4 and #5)

il

On Decembey 10}2007 a follow up vislt was
completed to verity plan of correction dated
October 31, 2007|! At the time of this visit
evidenced the fallowing: '

On December 10,2007 at approximately 1:40
PM, interview with the QMRP and review of the
Cllent’ s #2, #4 ajyd #5 habilitation records did not
evidence that the (AMRP had facllitated money
management asséissment to determine their
financial managertient skills.

Record review reviealed there was heither 2
money managemaent assessment Nor a money
management program on file for the Client's to
enable them ta manage thelr finances to the best

of his ability,

This is a repeat deficlency.
483.440(c)(3)(v) INDIVIDUAL PROGRAM FLAN

The ccmprehansiv}efa functiohal assessment must
include, as applicable, vocational skills.

This STANDARD ]Js not met as evidenced by:
Based on staff interviews and record reviews, the

facility failed to ehgre that clients were provided

W 224

W 225

See Response to W159 #7
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the provisions of Jal vocational skills assessment. |
The finding incluoflgas.
| on December 10} 2007 a fallow up visit was See Response to W159 # 7

completed to verifiy plan of correction dated
October 31, 2007:which indicated that Client #2
had been assesséd in the area of vocational
development.

Interview with theHQMRF’ and review of the
habilitation record$ on Diecember 10, 2007 at
approximately 2:15 PM revealed no evidence of &
vaocational assasdment for Client #2. According
to the QMRP, thelassessment will be scheduled,
but did not providda a specific date or time.

This is a repeat deaﬁcrency
W 249 | 483.440(d)(1) PR( )GRAM IMPLEMENTATION W 249

As soon as the Inﬂ!=rd|sc1plinary team has
formulated a clientls individual program plan,
each client must récelve a continuous active _
treatment programi consisting of needed

interventions and gervices in sufficlent number
and frequency to support the achievement of the
objectives Idenﬂfed in the individual program
plan. :

This STANDARD 'i|s not met as evidenced by:
Based on observafjon, staff interview and record
review the facliity fiiled to ensure that clients
recelve Interventiohs as specified in their
Individual Prograrm Plans for two of three

sampled clients. [Glients #1 and #3)

The findings includs:
i

*QRM CMS- £567(02+89) Previous Version Obsolete Evant I0;LL7C11 Facility ID: 00G153 If continuatlon sheet Page 1P of 29
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On December 10, {,{2007 a follow up vislt was
completed to verifyiplan of correction dated
October 31, 2007. At the time of this Visit there
was no-evidence that the following deficlencies

cite an Septemberi20, 2007 had been corrected.

1. Interview with thie QVIRP on December 10,
2007 revealed that Client #3 had not been 1. Program developed to address 12-18-07
| involved In a rgaditig and numbérs recognition S reading and counting
program objective to enhance his skills as dafined
(n the plan of correg¢tion. According to the QMRP
the establishment kf this objective was still being
consldered, '

2. Interview with tiie QMRP on December 10,
2007 revealed thatia case conference was held at
the day program iriiNovember 2007. The QMRP
acknowladged thafthe cllent's behavioral support
plan was not addréssed at the case conference.
Additionally, the day program staff were not

.| trained on how to implement the behavioral
interventions; and therefore, the behavior
program was not teing implement at the day
program.. .

T 2.SeeResponseto Wis9#3 |

This is a repeat diﬁclency.
W 25;! | 483.440(e)(1) PROGRAM DOCUMENTATION W 252

Data refative to acomplishment of the criteria
specified In client Individual program plan
obJectives must bgidocumented In measurable
terms.

This STANDARD |is not met as evidenced by:

"ORM CMS, 5567(02-88) Praviaua Verslori. Obisokete Bvent IDiLLTCTY Facllly iD: 09G153 If continuktion sheot Page 20 of 29
Wl :
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Continued From ﬂ}}age 20

Based on observation, staff interview and record
review the facility talled to ensure the
implementation o ’}an effective system of
documenting a clignt ' s progress on his
programming objettives for two of three sampled
Clients. [Clients #1 and #3]

The finding includ[sfgs:

On December 1 0,2007 a follow up visit was
completed to verify plar of correction déted
Octaber 31, 2007.| At the time of this visit there
was no evidence that the following deficiencies -
cite on September|20, 2007 had been corrected
since the initial sugr!vey

T:
i

1. At the follow ip visit on December 10, 2007,
interview with the QdMRP revealed that direct care
staff were trained|in the implementation of Client
#3 money managg¢ment program. The QVRP

also revealed thatJ{i system for documenting the

mohey managetvient program had been
established. Reviiicv of the data collection,
however, revealed that data had not been
consistently docurfiented for the past three
months (Septemb{a;r. October and November),

2. On December 10, 2007 the QMRP was
interviewed to verIIfj/ the plan of correction (dated
September 21, 2007) to address the facility's
system for documénting Client #1's behavior
support plan data ollection at the client's day
pregram. The QMRP revealed that on
November 12, 2007 a case conference was held
at the day pregram; however, the client's bahavior
support plan was rot address. There was no
evidence that the dlay program was collecting
data in the form and frequency required by the

)

W 252

monitored by QMRP

1. Program is implemented and

2. See Response to W159 #3

12-18-07
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Continued From page 21
client's behavior $upport plan,
483.440(f)(3)()) P[B,zOGRAM MONITORING &
CHANGE

{

|
The committee shipuld review, approve, and
monitor individual programs designed to-manage
inapprapriate behavior and ether programs that,
in the opinion of thie committee, involve risks to
client protection and rights.

This STANDARD! fis not met as evidenced by:
Based on obsewafjdf;ion, staff Interview and record
review the facility failed to ensure the Human
Right Commities ! s oversight and approval for
the use of psycholiopic medication for two of
three sampled clidhts. [Client#1 and #3]

The findings inclué:ie:

1. On December {10, 2007 at 10:50 AM, interview
with the QMRP arid the review of the plan of
comection dated September 21, 2007, the facility
Indicated that Client #1 is prescribed psychetropic
medication, 1 mg Tab of Xanax XR every
morning, this medi¢ation was too have been
reviewed and appiigved by the Human Rights
Committee for the (Clients's usage. Further
Interview with the facillty * s Registered Nurse
(RN) and Qualified Meantal Retardatlon
Professianal (QVIRWP) on at 11:00.AM revealed
the Xanax XR is ptescribed fo manage Client #1's
maladaptive behaniors,

At the time of the inIlow up visit on December 10,
2007, the QMRP canfirmed that the consents for
Client #1's medicalion had riot been obtained,
Review of the med|ial records revealed no
evidence that the dljent's medications had been

W 262

W 262

See Response W124 #1

‘a7 |
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The facllity failed t{:l ehsure current physician's

Continued From H»age 22
approved by the Human Rights Committee.

2, On Dacembdlwf‘ 10, 2007 at 11:15 AM,
interview with thetQMRP and the review of the
plan of correction 'dated September 21, 2007, the
facility indicated that Client #3 Is prescribed 30
mg of Zyprexa (10 mg tab + 20 mg tab) was too
have been reviewizd and appraved by the Human
Rights Commiltte¢ for the Client's usage. Further
Interview with the Facllify's Registered Nurse (RN)
and Qualified Meiital Retardation Proféssional
(QMRP) on at 1100 AM revealed Zyprexa is
prescribed to manage Client #3 ' s maladaptive
behaviors.

At the time of the lfollow up visit on December 10,
2007, the QMRP {zonfirmed that the consents for
Client #3's mediciition had not been obiained.
Review of the meflical records revealed no
evidence that the %:lient‘s medications had been
appraved by the I-_ilguman Rights Committee.

This Is a repeat difi:ﬁciency. .
483,460(a)(3) PH‘;R;’SICIAN SERVICES

The facility must gjjqj'ovide or obtain preventive and
general medical ciare.

This STANDARD iis not met as evidenced by:
Based on observaltion and record review, the
facility failed to pravide preventive and general
medical care. s

The finding includd}s:

orders were avallable for review. (See Wa31)

W 262

w322

2. See Response to W125 #1 |

Ct_m-ent Physician are in the facility and
will be checked monthly by the first day of
the month,
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J

483.460(c) NURSING SERVICES
il

The facility must pf"f'ovide clients with nursing
services in accordiznce with their needs,

This STANDARD ﬁs not met as evidenced by:
Based on observation, staff (nterview and record
review, the facility’ qattendmg nurse failed to
ensure the coordination of services two of the
client's residing in fhe facillty [Client #1 and #2]

The f ndlngs inclu le:

1. The facility nurga staff failed to ensure that the
Physical Therapist|recommendations were
implemented in regards to Client #2's posture and
spine concemns identified in the in the PT
assessment. (See"Wf-lBG)

2. The faclity nursinng staff failed to ensure
effective training in’ infection control. (See W189)

current physician ofders were avallable in the
graup home and injthe day program for Glient #1
and #2. ;

3. The facllity nuni:ing staff falled to ensure that

On December 10, ﬁ’OOT at approximately 10:30
AM, interview with i!he nursing staff and review of
the medical recordﬁ revealed that current
physician's orders Were not on file for Cllents #1
and #2.

According to the m@lrse. the arders were sent to
the ptimary care physician for his signature and
were to be picked yp by the direct care staff.
Reportedly, there hiad been dietary and

madication changef; that were not reflected on the| -

previous orders (N¢vember 2007).
483.470(g)(2) SPAqi,E AND EQUIPMENT

W 331

W 436

equipment

2. See I-{eéé_c_mse W159 # 9

3. See Response W322

PT in the home for assessment of adaptive 5 12-1?4-0‘.7 ;

!
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Continued From ﬁlage 24

The facility must { :I.urnlsh. maintain In good repair,
and teach clientsito use and to make informed
choices about thqxiuse of dentures, eyeglasses,
hearing and othetjcommunications alds, braces,
and other devlceandentiﬂed by the
interdisciplinary téiam as needed by the client,

Z:

This STANE)ARD is not met as evideneed by;
Based an staff mt@-mew and record review, the
facility falled to engure that maintenance and
up-keep of a cllent's adaptive equipment for one
of five clients residilng In the facility. [Cllent#2
and #3] :

The findings inclutfi!e:

1. A follow up visit was completed on December
10, 2007 to verify plan of carrection dated
October 31, 2007, At the time of this visit Client
#3 was not observied wearing his prescribed eye
glasses, g :

interview with the twrse and the QMRP revealed
that the client's eyé glasses had not been
replaced. Also, th(s:re was no evidence that the
client had been tra:ned in caring for his glasses.

2. During dinner oﬁaservatlon on December 10,
2007 at approximglely 6:40 PM Client #2 was
observed bent forward over his plate at the dining
room table. At no lime was the staff observed to
ehcourage Client #2 to sit up in his wheelchair to
provide the suppoqﬁ needed to eat his dinner.

Interview with the r‘llurse revealed that the
Physical Therapist iPT) had recommended a

W 436

Person # 3 misplaced his glasses
appointment has been scheduled for
replacement.

2. See Response to W331

ORM CMg.-2567(02-08) Provious Verglong Obsolate Event [D:LL7C11
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returned to the fag

approval. Additio

- during meals also|

upright sitting;

Client's] plate to d

alignrnent An O
method fo quanti

age 26

trunk support straf). Further interyiew revealed
that the nurse had purchased the support strap
for the client use, liowever, the PT had not

(lllty to inspect the chest strap to
ensure appropriatiness for Client #2 to use. The
Nurse further revejaled that the PT will need to
traln the direct cang staff in the proper use of the
support. :

Review of the habllitation records failed to

evidence that the {iést suppart had been

presented to the Human Right Committee for
|

plate riser was redommended for Client #2 to use
to help with his posture and to

| make his foed clogier to him at the dinner table.
The PT had not ensure that this recommendation
was implemented for Client #2.

Review of the Phyisical Therapist assessment
dated 9/03/07 revéaled the following
recommendations|

1. Da a trall with & chest strap to assist with

2. Conslder brake
3. Use the 24/7 of
4. Consider usingia phone book under [The
ptermine if this will promote a
more upright sitting posture when eating. A
Dycem mat underihls plate is appropriate;.

5. Consider an x-ay of the spine ta rule out

|

scoliosis and estahlish a baseline of his current

information can be used to fabricate [The Client]
a trunk brace to piomote trunk extension if
needed to prevent further deformity; and

*i

6. Considar positibning [The Client] In the prone

ally, the nurse indicated that a

handle extension;
1e an one for safely;

hopedist can use the Cobb
' his spihal alighment. This

W 436
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Continued From i&age 26

position 2 imes aﬂ day for 15 minutes to Increase
his cervical, trunk and hip extention range of
motion and strength,

Repartedly, the ogly recommendation
implemented andicompleted was the purchase of
the chest strap for'Client #2. None of the other
supports for the cliznt had have been baseline
and/or implemented at the time of the follow up
visit. h }

483.470(1)(1) INFECTION CONTROL

to avold saurces arnd transmission of infections.

The facillty must jréavide a sanitary environment

This STANDARD Ii5 not met as evidenced by:
Based on observai.i]nn and staff interview, the
faclilty failed to malitain a sanitary environment to

avold sources and iransmission of infection.

The finding includes;

On December 10, 51007 at approximately 3:50 PM
the Client #5, who was arriving from her day
program, was observe with a large wet spot In the
seat of her pants. @:ﬁlient #5 went Immediately into
the bathroom on theimaln level. The client was
observed to leave this bathroom with the same
wet pants. He walked into the living room and sat
on the couch. Monjénts later, the direct care staff
noticed that Cllent #4 pants were wet and took
the client upstalrs td his bedroom. Cllent #5
returned from his bj:droom wearing dry pants.
The staff returned downstairs wearing latex

gloves and carryinglthe client's wet pants and wet |

underwear. The staff was observed to dropped
the wet clothing on tHe carpet in the foyer.
Wearing the same Hitex gloves, the staff entered

i

W 436

W.454

See Response to W159 #0

T J— e I
|
|
]

M CMS-2507(02-89) Previaua Versions Otiacicle Event ID:LL7C14
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W 44 | Continued Fram q{age 7 ‘W 454
the main level ba’dTroom touching the door knob

and sink area. The staff theh return to the foyer

and plck up the wét clothing fram carpet and went 1

downstairs to the iasement At no time during ' 1

this observatlon qus the plastic gloves discarded. *

Additionally the diﬁact care staff person was not
observed to return fo clean/sanitize the soiled

couch, sink, doorl nob or carpet in the foyer, _
W 474 | 483.480(b)(2)(1i) MEAL SERVICES, W 474 N |

5%

Food must be sg ; ed in & form consistent with the
developmental level of the client.

|

This STANDARD ;1&5 not met as evidenced by,
Based on observation, staff interviews and record
review, the facllity failed to serve foods in a form
cansistent with digtary orders for one of the six

clients residing in he facility. (Clients #1) '

The finding |ncludd*s j

The facility failed t[: ansure that food Is prepared
In & form consisteft with Client #2's prescribed
dietary needs as eqvidenced below:

During observallomls on December 10, 2007 at o :
approximately 6: 31% PM, Client#2's was served a See Response to W19 # 1
plate of food consisting of one chicken leg, white
rice and broceoll spiears. The client began to eat
his food using a regular table spoon. The client
was observed atternpting to cut the chicken from
the bone using his ispoon.” After saveral
Unsuccessful atbenrﬁpts, the client used his hands
to pull Jarge pleces/from the bone. After which :
the client placed the pieces in his mouth, Due to ' -
his strong tongue thrust and his poar upper body i
positioning, the méat fell out of his mouth and on

'ORM GMSH-507(02-09) Fravious Varsio Obgolete Event ID:LL7G11 Facliy ID: 09G163 If cantinuation sheel Page 2B of 29
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W 474 | Continued From fﬁxage 28 . W 474
to his plate. Aftér the client finished his meal, a
great amaunt spijlage was observed. There was

no altempt by the direct care staff to assist the
client In cutting hig meat in a manageable texture.

Interview with the ]QMRF? revealed that the direct
care staff biad beqj‘ai: tralried by the nutritionist on
October 21, 2007: bn each client's diet order,
preferred food texfure and:the appropriate eating
equipment o be ubed durifig meals. Additionally
the nutritionist tralned staft-an food substitytions,
menus, food thickener and partion control.

)RM CMS.-2567(02-98) Pravious Versians/Ghisolete

Evart ID:LLYCH
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1 0a

This Statute is nol“

residents in the sa

I
1052 3602.10 MEAL SE(

each resident.

INITIAL COMMENITS

designed to meet

re survey fo the September 21,
2007 licehsure sufyey was conducted on

7, to vetify corrective actions
ility's submitted plan of

rvey were based on
graup hame, interviews with
esidential staff, and review of

records bath clinicéiland administrative to include | &
the review of the f; ciluty s unusual incldent

3502.2(a) MEAL SERVICE / DINING AREAS
Modified diets shail be as follows:

i
(a) Prescribed In e resident * s Individual
Habilitation Plan alﬂd the record of the
| prescription for the imodified diet shall be kept in
the resident ' s recﬂ:rd'

met as evidenced by:

Based on observatjon, interview and record
review, the facility failed to ensure that one on the
nple recelve her prescribed
modified diet. (Re [ident#1)

The finding includeg{,
See Federal Defi clgincy Report W474

IVICE / DINING AREAS

Each GHMRP shal[lt equip dining areas with
tables, chalrs, eatlrig utensils, and dishes

1@ developmental needs of

- 1041

1 000

See Response W189 # 1
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175
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Continued From i{)age 1

This Statute is nit met as evidenced by:
Based on observiition, interview and record
review the GHMRP falled ta ensure the
avallability of recdmmended adaptive supports,

The finding Includjjas:
See Federal Defigiency Report - Citation W120,

W436

3519.6 EMERGENCIES

Each GHMRP shéll document each emergency
and enter the follojv-up actions into the resident'
§ permanent record, which shall be made
available for review by authorized individuals.

This Statute Is not met as evidenced by: :
Based on abservatlons, staff interview and record
review, the Group [Home for Mentolly Retarded
Persons (GHMRP) failed to document each
emergency action find enter the follow up action
in each residents r{:cord and make this
information available for authorized individuals,
(Resident #4 and #2)

The findings lnc!ud{ia:

]
See Federal Deficiédncy Report Citation - Citation
W153 and W154 |

3519.10 EMERGENGIES -
In addition to the reporting requirement in 3519.6,

each GHMRP shall Ainoﬁfy- the Department of

Health, Health Facilities Division of any other

unusual incident or kvent which substantially

052

See Response W189 #4

375

See Response W153 - C
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1379 | Continued From piage 2 1379
interferes with a reisident ' s health, welfare, living
arrangement, wellibeing or in any other way
places the resideni at risk. Such notification shall | :
be made by telephione immediately and shall be
followed up by writfen nofification within
twenty-four (24) haurs or the next work day.
This § is nat met as evi d by: . e '
his Statuto is nat met as evidenced by . " See Response W153 ~C

Based-on observaflons, staff inteFvlew and record
review, the Group [Home for Mentally Retarded

| Persons (GHMRP) failed to report fo its
administrator and b governmental officlals the
mistreatment, thoroughly investigated and
notification made td guardians. (Resldent #4 and
#2) |

The findings includiz:

Sea Federal Deficiénoy Report Citation - Citation
W148, W163 and W154

401| 3520.3 PROFESSION SERVICES: GENERAL | 1404
PROVISIONS

Professional services shall include both diagnosis
and evaluatlon, incliding identification of
developmental levi]ls and needs, treatment
services, and servides designed to prevent
deterioration or further loss of funetien by the
resident.

This Statute is not inet as evidenced by: _ e
Based on observation, interview and record  See Response W159 # 7
verification, the GHIMRP failed to ensure
professional vocatidnal services were provided
for ane of the residents residing in the facility.

The finding includes;

:3alth Regtiation Administration ! ' : ‘_
FATE FORM [T urcts tF continuailln sheed 3 of 5
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i
See Federal Defigiency Repart - Cltation W322 ,
Wa331 il

tl
{|

3521.1 HABILITATION AND TRAINING
Each GHMRP shall provide habilitation and

| training o its residients to enable them to acquire

and maintain those life skills-needed to cope

. .4-more effectively with the demands of their

1423

environments and to achieve their optimum levels
of physical, mental and sogial functioning.

This Statute Is nat met as evidenced by:

Based on observation, interview and record
review, the GHMRJP failed to pravide habilitation
and training to its fiesidents that would enable
them to acquire and maintain life skills needed to
cope with their environments and achieve
optimum levels of - physical, mental and social
functioning. '

The finding includf:f:is:

See Federal Deﬁciézncy Report Citations W224,
W226, W249 and 252 ‘ |

3521.4 HABILITATION AND TRAINING

Each GHMRP shall monitor and review ezch
resident * s Individuil Habilitation Plan on an
ongoing basis to efisure particlpation of the
resident and approjriate GHMRP staff In revision
of such Plans whenever necessary. The schedule
for the reviews shall be documented within each

IHP.

This Statute Is not !mat as evidenced by:

I

1401

1420 .

1423

See Response W159 &7
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Based on interview and record review, the o 5
GHMREP falled to ¢nsure each resident's See Response W120, W159 #3
Individual Habllltay_on Plan had been monitored to.
make certain eachiresident participated and the

. - | i '
'-‘“‘_"_'l'_'h_f'I:Li‘:!f‘_l___fulwlj*m“wﬂ'u e ""““'_%T#&L——T'*""' ooy B4 ". . T — Rl ey ___,—::"-_"'_~:.—_:-[6g-0_:g-i?:-:-:~—‘——-
‘ Plans were revised as needed.
| The findings incldle:
| |
|

il
Sse-Faderal Deficiency Report Citation - W120,
W159, W249, andi w232
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